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The implementation of recent Centers for Disease Control and Prevention recommendations to move away from opioids and toward nonpharmacological therapies for the treatment of chronic pain could involve a difficult transition period for patients and practitioners. The focus of treatment should shift from eliminating pain completely to minimizing the impact of pain on quality of life. Many patients with chronic pain take opioids either because opioids were previously prescribed as a first-line treatment for chronic pain, on the basis of old standards of care, or because opioids were initially prescribed for acute pain. Patients currently taking opioids will need a tapering period during which they transition their pain management to interdisciplinary care and nonpharmacological treatments. To provide useful treatment options, physical therapists need to have a good understanding of the neuroscientific mechanisms of chronic pain, biopsychosocial components of chronic pain management, issues related to opioid use, and pain management strategies used by other health care professionals. Armed with knowledge and good communication skills, physical therapists can work within an interdisciplinary team to adapt care to each patient's needs and abilities. This perspective article provides guidance for physical therapists to effectively treat patients with chronic pain during the opioid tapering process. A framework has been created to help health care providers structure their reasoning as they collaborate to develop a unique approach for each patient.
T he implementation of recent Centers for Disease Control and Prevention (CDC) recommendations to move away from opioids and toward nonpharmacological therapies for the treatment of chronic pain could involve a difficult transition period for patients and practitioners. 1 The focus of treatment should shift from eliminating pain completely to minimizing the impact of pain on quality of life. [2] [3] [4] [5] Chronic pain is a major health issue, affecting approximately 100 million Americans and amounting to a cost of roughly $635 million a year. 6 This is in part due to high demand and utilization of services in this population, reimbursement structures that limit treatment delivery options, and a history of poor outcomes that can frustrate both patients and providers. 6 There is no agreed upon definition for chronic pain, but it is typically described by temporal components such as pain that lasts longer than the expected healing time and/or impact components such as pain that interferes with daily function. 6, 7 The uptick in prescription and use associated with the opioid crisis has effected all socioeconomic groups and therefore opioid use disorders should be considered universally, regardless of a patient's socioeconomic status, ethnic background, or other characteristics. 8 Many patients with chronic pain take opioids either because opioids were previously prescribed as a first-line treatment for chronic pain, on the basis of old standards of care, or because opioids were initially prescribed for acute pain. Patients currently taking opioids will need a tapering period during which they shift the focus of their pain management to interdisciplinary care and nonpharmacological treatments.
This perspective article provides guidance for physical therapists to effectively treat patients with chronic pain during the opioid tapering process. We do not provide an algorithm, but instead a foundation of knowledge and considerations for clinical decision making that are based on our collective clinical experience working with this population. In our opinion, the information we provide is applicable to any patient using opioids to help manage chronic pain whether or not they are diagnosed with an opioid use disorder or receiving medically assisted treatment. It is important to note that tapering from opioids can be extremely challenging and often requires medical and mental health interventions to safely succeed. We believe the information presented can be adapted on the basis of whether the physical therapist is playing an adjunctive or primary role within an interdisciplinary pain management team. We have created a framework to help health care providers structure their reasoning as they collaborate to develop a unique approach to each patient.
Clinical Reasoning Model for Chronic Pain
Chronic pain can be challenging to treat. It is an evolving condition with remodeling of neurological structures and biological, behavioral, environmental, and societal influences. 9 We developed a model to guide clinical reasoning for chronic pain management (Fig. 1) .
The top of the diagram represents the goal of treatment: patients who are using health care services appropriately as they self-manage their pain with little or no opioid use. To reach this goal, patients will likely need education, mentorship for behavioral change, help addressing cognitive-affective factors, and an understanding of the roles various health care providers serve in their health and wellness. To achieve a level of knowledge and insight sufficiently advanced to move a patient toward self-efficacy and self-management, the input and mentorship of a well-coordinated interdisciplinary team is vital. 6, 9 The middle of the diagram depicts an interdisciplinary team that includes the patient. All members of the interdisciplinary team collaborate to arrive at unified goals and a unified plan of care. 10 This differs from a multidisciplinary approach where patients see different professionals who are not functioning as a cohesive team, each providing different goals and treatment plans leaving the patient to sort through an often overwhelming amount of information and action items. Fragmented information is more difficult to learn and less likely to lead to optimal health outcomes. 11 Each pillar at the bottom of the model represents a different area of research on which reasoning can be based. This means that while each team member specializes in their discipline, everyone has broad knowledge of each area so that they can effectively situate their expertise within the fabric of the whole patient and a holistic treatment approach.
Interdisciplinary communication and coordination is essential for developing a cohesive plan of care 12 and has been shown to be beneficial for patients undergoing opioid taper. 13 Research supports the use of interdisciplinary treatment programs to address and manage chronic pain. 14 Patients report longterm improvements in quality of life and pain after inpatient pain rehabilitation programs and research suggests that intensive programs with greater than 100 hours of therapy are more effective than less intensive programs. 15 A typical inpatient pain rehabilitation program consists of 4 to 8 hours of treatment 5 days per week, for 3 to 4 weeks and may assist patients in a full or partial opioid taper. 15 This intensive treatment approach may not always be feasible, but the key features of these programs can be applied in the outpatient setting at an adjusted pace. For physical therapists who are not working as part of a formal interdisciplinary team, we advocate that they create networks, connections, and collaborations within their health care communities to best implement this framework in their practice.
A patient-centered treatment approach and communication among health care professionals, the patient, and the family to set goals and individualize interventions are essential to effective interdisciplinary care. 12, 16 Treatment should emphasize education, a graded functional exercise program, and psychological therapies. 6, 16 Frequent communication between team members can facilitate unified care. Integrating skills learned from different disciplines may help patients unify their treatment and succeed in meeting their goals. 16 We strongly suggest that physical therapists communicate with and refer to other providers and look for opportunities for collaboration, reinforcement, and holistic thinking. Additional components of successful interdisciplinary pain management include a common philosophy, active patient participation, and the determination of "stop rules" for treatment when patients are not demonstrating progress or are not taking responsibility for self-management. 17 Not all patients will be ready and able to participate in their care on the first attempt and therefore, it is important to provide a positive experience that invites and encourages them to return at another time. Although stop rules are important to help identify unsuccessful treatments, they should not be used to threaten or blame patients or to give up on their care. Discontinuing care should be the last course of action and all other tactics should be exhausted first. Conscientious and skillful efforts should be made to remove barriers, establish good rapport, educate, demystify care, provide feedback, mentor behavior change, and engage the patient.
Public Health Pillar
Individualized chronic pain care is situated within a larger public health context with clinical guidelines and mandates, large societal burden and expenses, reimbursement practices, and health care regulations. Chronic pain is associated with other public health concerns such as chronic stress and substance use. Health care providers collaborating across disciplines should provide the best care possible for patients, optimize outcomes, and reduce health care costs. 6 In 2001 the Joint Commission established new standards for pain management and reinforced the use of pain as the "5th vital sign." 18 The new requirements eventually led to overprescription of opioids. 18, 19 The efficacy of opioid therapy for pain management was based on short-term studies that showed success in reducing acute pain; however, long-term studies on efficacy and safety were lacking. 19 The opioid crisis, the rising number of opioid-related deaths, and recent research now suggest that the risks of opioid therapy outweigh the benefits for many patients with chronic noncancer pain. 13, 19 
Figure 1.
Clinical reasoning model for chronic pain. Reprinted with permission from Drexel University.
During the same time period, understanding of chronic pain, its neurophysiological mechanisms, and approaches to its management have progressed steadily. In 2011, the Institute of Medicine (IOM) released a report, "Relieving Pain in America: A Blueprint for Transforming Prevention, Care, Education, and Research," aiming to increase awareness of pain as a public health issue, improve pain management, and outline deficits in education and research. 6 The report calls for improved education of both individuals with chronic pain and health care providers, stating that the outcomes of this education should be wider use of existing knowledge, improved individualized pain care, and emphasis on self-management techniques. Evidence outlined in the IOM report suggests that we use patient education, interdisciplinary teams, behavioral and physical activity interventions, and psychological therapies as the cornerstones of managing chronic pain. 6 In 2013, the Scottish Intercollegiate Guidelines Network published national clinical guidelines that support the IOM recommendations. 20 In 2016, the CDC responded to the opioid crisis by publishing new guidelines that include 12 recommendations for prescribing opioids for patients with chronic pain who are not receiving palliative, end-of-life, or active cancer care. Nonpharmacological therapies and nonopioid pharmacological therapies are recommended as first line treatment options for chronic pain. 1 In addition to the opioid crisis, chronic stress is a prevalent problem and a public health concern that leaves many vulnerable to developing chronic pain and substance use disorders. In 1998 the landmark Adverse Childhood Experiences (ACE) study 21 was published demonstrating a dose-dependent relationship between childhood trauma and adult physical, social, and behavioral health problems including chronic pain and substance use disorders. The ACE study revealed a shocking prevalence of trauma, with 12.5% of the respondents reporting an ACE score of 4 or more, which indicates high childhood stress levels. Other studies report percentages as high as 49% of respondents with an ACE score of 4 or more. 22 Understanding chronic pain and opioid history, prevalence, health initiatives, demographics, and associated issues can help physical therapists better navigate individual patient care episodes. For instance, acknowledging the prevalence of past trauma and its correlation to chronic pain and opioid use can help physical therapists appreciate the complexity of these problems, design interventions based on broad knowledge, and be sensitive when forming clinical opinions. Understanding risk and protective factors gives practitioners a better basis to help their patients build resilience and engage in healthy behaviors.
Clinical Knowledge Pillar
This pillar represents each team member's specific content area. A detailed exploration of all content is beyond the scope of this article, but general knowledge about opioid side effects, risks for misuse, and signs of misuse are important to understand. It is recommended that the term opioid or substance use disorder is used rather than addiction, substance abuse, or substance dependence. 23 The Diagnostic and Statistical 24 defines opioid use disorder as problematic use leading to "clinically significant impairment or distress as manifested by at least two of eleven criteria," falling under 4 categories (Tab. 1). Additionally, on the basis of how many criteria are met, the severity of the substance use can be determined (for example, 2 to 4 is considered mild, while 7 and up is considered severe). 23 It is important to draw distinctions between those who have developed physical dependence but are using opioids as prescribed, and those who are deviating from their prescribed opioid regimen. Several factors can predispose patients to opioid use disorders or drive them to illicit use. For example, hypersensitivity of the amygdala, which often results from chronic stress, may predispose patients to psychological dependence once opioid use is initiated. 25 Genetics and epigenetics modulate the stress response, which can interfere with pain and reward pathways causing higher risk for use disorders. 25 Low income and concomitant alcohol or drug abuse are also associated with increased risk of opioid use disorders. 26 It is important that physical therapists are able to identify signs of developing use disorders, which may manifest as tolerance and withdrawal. Opioid tolerance occurs when chronic use leads to both physiologic and neuroplastic restructuring. 27 It is characterized by the need for either higher or more frequent dosing of opioid therapy in order to maintain the same analgesic effect. 28 Withdrawal may occur in some patients during a taper, and manifests as unpleasant physical and emotional symptoms. Explaining these signs and symptoms to patients may help them have a better understanding of the tapering process. Signs of withdrawal include increased respiratory rate, heart rate, blood pressure, and temperature, and decreased body weight. Patients may also report fatigue, anorexia, myalgia, anxiety, and irritability. 13, 29 To recognize behaviors that may indicate an opioid use disorder, Savage suggests using the "Four 'C's": 30 adverse consequences, impaired control, compulsive use, and craving. Adverse consequences may present as altered mood, increased pain complaints, disturbed sleep, or social dysfunction. Impaired control or compulsive use may include signs of withdrawal, frequent reports of lost or stolen medications, using other drugs or alcohol, or overuse of opioids. Craving manifests as a preoccupation with use, refusal to try nonopioid therapies, or reporting relief only with opioids. 30 It is important to consider factors that will influence whether patients complete their taper successfully or relapse. Duration and dosage of opioid use are positively correlated with length of taper and negatively correlated with success. 1 While there is no set standard for a taper protocol, the Mayo Clinic and the CDC suggest a decrease of 10% of the original dose every 5 to 7 days until 30% of the original dose is reached, followed by a 10% decrease of the remaining dose per week for the remainder of the taper. Patients who have been on opioid therapy for greater than 2 years may need a longer and more gradual taper. 1, 13 Patients who experience symptoms of withdrawal can have more difficulty with adherence. Fear avoidance behavior and the urge to suppress distressing thoughts may also limit adherence. 31 Depression before the initiation of a taper is also associated with low success rates. 13, [32] [33] [34] Reassurance and education regarding what to expect during the tapering process can help patients manage barriers and engage in productive behaviors.
Manual of Mental Health Disorders, Fifth Edition (DSM-V)
Physical therapists need to be aware of potential side effects of opioid use, which include constipation, impaired cognition, nausea, depression, mood changes, diminished respiration, falls, fractures, myocardial infarction, and opioid-induced hyperalgesia. 13 During stressful situations, opioids may impair memory. 35 Many patients taking opioids report poor pain control, decreased quality of life, and decreased functioning. 19 Davis and Mehta 19 found that patients using nonopioid therapies were 4 times more likely to recover from chronic pain than those using opioid therapy. On the basis of the CDC's recommendations, opioids should be discontinued when risks exceed benefits. 1 A thorough history and examination should guide assessment and treatment. As part of an interdisciplinary team, physical therapists can play a key role during the tapering process by monitoring adherence, assisting with pain management, increasing activity tolerance, and providing the patient with pertinent education and support. Understanding potential side effects, the signs and symptoms of opioid withdrawal and use disorders, and recognizing the psychosocial factors that put patients at higher risk of failure prepares physical therapists to be effective, safe, and productive members of a successful interprofessional team.
Neuroscience Pillar
Advances in technology and understanding of the physiology of chronic pain, substance use, and chronic stress have all contributed to innovations in the approach to chronic pain treatment. It is important for practitioners to understand neuroscience so that they can provide evidence-informed treatment and patient education. The neuroplastic changes associated with chronic pain are familiar to physical therapy audiences. Therefore, we will focus here on the changes associated with chronic stress and substance use and their relationship to chronic pain. Chronic pain and opioid use are often associated with behavioral health problems including depression, anxiety, and chronic stress linked to experiences such as childhood trauma 21 and posttraumatic stress disorder. 36, 37 There is a bidirectional relationship between chronic pain and behavioral health problems due to shared neural mechanisms. 38 Key characteristics of persistent emotional stressors include neuroplastic adaptations in the amygdala and hippocampal formation. 39 Ghitza 25 reported that in response to chronic stress, the amygdala enlarges and arborizes, making stronger connections to other areas involved in emotional and motivational regulation. The increased size of the amygdala causes a heightened stress neurotransmitter response during opioid withdrawal and chronic pain. 25 Bali et al 35 suggested that stress modifies the response to opioids and can lead to more intense craving. The hippocampal formation is associated with memory, learning, and emotional control, and neuroimaging studies have demonstrated atrophy and loss of connections in response to chronic stress. 39 Together, these factors increase patients' risk for poor emotional regulation, opioid use disorders, relapse during a taper, and difficulty learning new information. 25 On the basis of this evidence, it is recommended that chronic pain treatments incorporate interventions that reduce the influence of the amygdala, strengthen the influence of the hippocampal formation, and improve the ability to respond appropriately to different situations by balancing the influence of both these areas. Interventions like mindfulness, relaxation, and meditation have been shown to improve amygdala regulation. 31, 40 Problem solving and education help stimulate the hippocampal formation. 41 Because education is an important intervention for chronic pain, providers need to be especially careful to monitor learning closely and employ high-quality teaching and mentoring skills.
Education Pillar
The IOM report and guidelines from the Scottish Intercollegiate Guidelines Network stress the importance of patient education as a primary intervention for chronic pain management. 6, 20 In a recent review of patient education and chronic pain treatment, pain neuroscience education (PNE) was the form of education most effective at lowering patients' assessed disability, even though pain levels did not fluctuate much. 42 PNE focuses on teaching patients about the neurological source of their pain, emphasizing that degree of pain does not directly correlate with the degree of peripheral tissue damage. In PNE, the concept of central sensitization is explained to provide patients with a diagnosis that substantiates their experience of pain and diverts their focus from peripheral pain generators. 43, 44 Following PNE, a correlation has been observed between having a better understanding of the neural underpinnings of pain and having a reduction in fear avoidance beliefs. 45 Reduction in catastrophizing thoughts has also been associated with improved knowledge of pain neurophysiology in people with chronic pain. 42 Catastrophizing thoughts have been correlated with a predisposition to developing chronic pain and this suggests that patient education should focus on reducing catastrophic thinking. 46 In addition to PNE, education regarding the goals of treatment, common barriers to treatment, the importance of playing an active role, and defining a safe level of activity to avoid deconditioning and flare ups are important for effective self-management. 47 The evidence indicates that pain levels post opioid taper will remain stable or decrease, but that the patient may initially experience a temporary increase in pain and hyperalgesia. 13 It is therefore important to manage patient expectations about the tapering process.
The authors of this perspective strongly encourage readers to review the adult education literature to learn how to educate to a high standard, teach translation of acquired knowledge, change beliefs and behaviors, and provide mentorship for barrier assessment and problem solving. 48 
Wellness Pillar
Individuals with chronic pain often find it difficult to maintain fitness and wellness in physical, social, and psychological domains. It is important to ensure that patients understand basic fitness and wellness principles. Helping patients maintain and maximize their fitness and wellness can be a good way to introduce physical activity for patients who are fearful of movement and have diffuse pain across multiple locations.
For patients who are overwhelmed and have many issues that need to be addressed, targeted interventions may be difficult to tolerate. In this case, a generalized approach that addresses basic wellness is preferred and serves as a good starting point. 49 Improved fitness and psychological well-being are both associated with improved pain outcomes and decreased opioid use. 50, 51 According to the national clinical guideline from the Scottish Intercollegiate Guidelines Network, "exercise and exercise therapies, regardless of their form, are recommended in the management of patients with chronic pain." 20(p29) Physical activity provides multiple benefits for patients, including improvements in strength, flexibility, endurance, decreased cardiovascular and metabolic syndrome risk, improved bone health, improved cognition and mood, and improved pain control. 52 Physical activity programs should emphasize education, independence, and the importance of an on-going selfdirected exercise regimen. 47 Chronic pain may alter endogenous pain modulatory systems, resulting in altered responses to physical activity and, as a result, altered patient experience. 52 For patients with chronic pain, the prospect of increasing physical activity may seem overwhelming and patients may present with fear-avoidance behaviors that make the initiation and maintenance of an exercise program difficult. It is important to note that pain is typically a poor guide for determining the frequency and intensity of physical activity in chronic pain. 52 An important task for physical therapists is to educate patients that a small flare-up of pain with physical activity can be expected even with safe exercise. Activities should be completed properly with good body mechanics to avoid pain flares and poor results that might discourage patients and cause them to terminate treatment before achieving maximal benefit. 47 Functional activities and exercise training should incorporate appropriate pacing, flare management, and gradual progression. 47 Other strategies to improve exercise adherence are supervision, individualized exercises, home exercise programs, and educational and behavioral techniques such as positive reinforcement, goal setting, feedback, mentorship for problem-solving skills, and self-monitoring. 53 As fear of pain begins to dictate activities, physical functioning declines and sedentary and inactive behaviors become more frequent. As a result, relationships, occupational functioning, and social functioning suffer, 54 and people with chronic pain gradually withdraw from their surroundings. Friends, family members, and health care providers often grow tired of the pain complaints and behaviors. Thus, people with chronic pain repeatedly find themselves questioned and judged about the veracity of their pain. 55 Because pain is invisible and subjective, they are often accused of malingering for secondary gains. Rather than receiving more support during this difficult time, many people with chronic pain find themselves alone and isolated. Moreover, chronic pain may prevent people from holding a job, greatly reducing opportunities for social interactions. Lack of social interactions can be detrimental as social engagements and social meaning are powerful sources of positive emotion, self-esteem, and sense of well-being and contribute greatly to the resilience of a person with chronic pain. 56 Group therapy sessions (eg, psychoeducational sessions, support groups, group creative arts therapies) help improve patients' perceived social support and social engagement. 57, 58 Physical therapists play an important role in improving patients' capacity for social activities by enhancing mobility, activity tolerance, and ability to pace oneself.
Mental Health Pillar
Mental health is defined by The World Health Organization (WHO) as "a state of well-being in which the individual realizes his or her own abilities, can cope with the normal stresses of life, can work productively and fruitfully, and is able to make a contribution to his or her community" 59 ; it is not merely the absence of mental illness. We are using the term "mental health" to represent knowledge related to mental, social, psychological, cognitive, affective, emotional, and behavioral health. People experiencing chronic pain are more likely to develop or report cognitive-affective issues. This population also has a higher incidence of diagnosed mental health problems. 38 Specifically, research suggests that there is a higher prevalence of general anxiety disorders, panic disorders, posttraumatic stress disorders, and depression in people with chronic pain. 6, 54, [60] [61] [62] Cognitive-affective issues may significantly impact patients' experiences, report, and display of pain as well as their response to treatment. Unmanaged cognitiveaffective issues and mental health disorders can interfere with people's ability to meaningfully participate in a collaborative plan of care and diminish effectiveness of treatment. 62, 63 Therefore, when caring for patients during opioid tapering, physical therapists need to consider psychological factors that may negatively impact adherence. Psychological factors such as kinesiophobia and low exercise motivation can be addressed by physical therapists, whereas other factors will need to be addressed by a mental health professional on the treatment team. Some people with chronic pain present with cognitive-affective components that contribute significantly to their dysfunction, namely kinesiophobia, pain catastrophizing, low exercise motivation, depression, and low levels of self-efficacy. 64 These factors often contribute to poor adherence to activity-based treatments and home-based exercise 65 and thus present a major challenge for physical therapists. However, in collaboration with other team members, physical therapists can help patients develop self-management skills for stress and anxiety, teach techniques to disengage in avoidant behaviors, 15 and address feelings of hopelessness and lack of control. 47 Skillful integration of behavioral science research will help physical therapists form positive rapport with their patients, guide their patients toward healthier behaviors, and engage patients in the difficult transition from opioid dominant treatment to self-management and healthier life styles. To help reduce fear avoidance behaviors, physical therapists can introduce activity and movement in a structured environment that does not threaten to increase the patient's pain. When patients with chronic pain expose themselves to the activities that they fear, significant reductions are observed in fear, anxiety, and pain. 63, 66 If the patient's fears are excessive, relaxation strategies may also be helpful including biofeedback, mindfulness-based stress reduction, music-guided imagery, deep breathing, autogenic training, progressive muscle relaxation training, or hypnosis. 63 For patients with diagnosed mental health disorders, history of trauma, or significant cognitive-affective factors that impede treatment adherence, we recommend that physical therapists coordinate care with mental health professionals to better serve this patient population. 38 When referring patients for psychological treatments, it is important to address any concerns the patient may have about such a referral, and it may be helpful to provide transparency about the aims of the psychological interventions. 20 It is important to note that if a comorbid major depressive disorder is diagnosed with chronic pain, the depressive symptoms may need to be the primary focus of treatment. Whereas both conditions should be treated for optimal outcomes, it may be difficult to fully enlist the patient with chronic pain in comprehensive pain management without treating the depression. 62 Besides depression, mental health professionals evaluate additional factors that may impact the patient's management of pain including history of other psychopathology, past or current physical, sexual, or emotional abuse, or a history of substance use. 63 Psychological services are provided by a variety of health professionals including psychologists, counselors, psychiatrists, and creative arts therapists.
Physical therapists should know that, in addition to the above considerations, there are several common factors that contribute to treatment success. Common factors are not specific to any 1 treatment intervention; instead, they are present in most therapeutic encounters and the degree to which they are present influences treatment success. 67 The common factors we will discuss here are therapeutic alliance, treatment expectancy and credibility, and patient readiness.
Patients may have difficulty accepting the change in their plan of care from opioids to self-management techniques.
Presenting the need and plan for opioid taper may be interpreted by the patient as lack of empathy for their pain or questioning the veracity of their pain. The threat of tapering may induce fear and catastrophic thinking, which may lead to early termination of treatment and worsening pain. Building a trusting and supportive relationship with these transitioning patients and using good education and communication techniques are vital to a successful transition in treatment approaches. Therapeutic alliance has been found to play a major role in treatment adherence and success, regardless of the type of treatment intervention. 67 Factors that contribute to a strong therapeutic alliance include empathy, respect, genuineness, acceptance, encouragement, communication, and warmth. 67 It is important to understand the patient's perspective and unique emotional experience in order to facilitate an open discussion at the level of the patient and tailored education, rather than providing textbook explanations. 68 Treatment expectancy and credibility are 2 additional common factors that play a major role in treatment success. 69 This demonstrates the importance of educating patients on the benefits of interventions prior to initiating the treatment. This can include educating them on their options with an open discussion and letting them choose techniques that patients believe will work for them. Offering treatment transparency and demystifying the mechanisms of potential treatments can enhance treatment credibility. 1 The final common factor is patient readiness. Patient readiness to self-manage pain is hypothesized to be an important factor in treatment success. The motivational model of pain self-management 70 posits that a patient's readiness to adopt a self-management approach may explain differences among patients in coping, adjustment, and response to interdisciplinary pain treatment. Without patient readiness and buy-in, the chance for taper success is greatly diminished. Enhanced understanding of the mechanisms underlying chronic pain through patient education, treatment transparency, and a strong therapeutic alliance can help enhance patient readiness.
Patient Characteristics Pillar
This pillar recognizes the patient as expert on self. Essentially it is an empty box that must be filled by each individual patient. Our role as health care providers is to engage patients in their care 71 in such a way that they are comfortable and enthusiastic about sharing 
Key Point Description
Big picture Engage in unified interdisciplinary patient-centered care that is focused on empowering patients to self-manage their chronic pain confidently and effectively.
Every patient is different, and treatment should be individualized.
The points described here should be implemented with clinical discretion and in partnership with patients and other health care providers.
Physical therapists need to exhibit cognitive flexibility, creativity, resourcefulness, empathy, holistic thinking, and supportive confidence when working with patients with chronic pain.
Public health pillar Chronic pain is associated with other health concerns; consider a patient's past and current stress, ACE score (if available), and substance use issues.
Clinical knowledge pillar
Understand potential opioid side effects, signs and symptoms of opioid withdrawal, tolerance, and use disorders and recognize psychosocial factors that influence adherence to tapering.
Educate patients on treatment goals, expectations when tapering, and the importance of playing an active role.
Neuroscience pillar Use interventions such as mindfulness, relaxation, meditation, education, and problem solving to improve amygdala regulation and hippocampal engagement.
Acknowledge neurophysiological mechanisms that link chronic stress, opioid use, and chronic pain.
Education pillar Educate patients about neurophysiological underpinnings of chronic pain.
Validate a patient's pain and emphasize that the degree of pain does not directly correlate with tissue damage.
Reduce catastrophic thinking and kinesiophobia.
Use adult education and mentorship models to improve translation of knowledge into change in beliefs and behaviors.
Wellness pillar Targeted interventions can be difficult to tolerate; a more generalized approach may be the best place to start.
Emphasize good body mechanics, pacing, and gradual activity progression.
Social and psychological well-being should be addressed by all team members.
Mental health pillar Consider the factors common to treatment success: therapeutic alliance, treatment expectancy and credibility, and patient readiness.
Patient characteristics pillar
Obtain a thorough history and emphasize patient engagement: the patient is an expert on self.
Work to understand the patient's perspective and unique emotional experience.
a ACE = adverse childhood experiences.
their knowledge of self and participating in decision making and problem solving. 72 As the primary source of input, the patient provides information about symptoms, activities, preferences, beliefs, and life circumstances that inform diagnosis and treatment choices. 71 This is important for patients with chronic pain because individualized care can improve adherence 53 and help inform selection of treatment options most likely to be effective. 20 A proper history may also help identify the initial onset of pain and its progression from localized pain to a more generalized experience. 63 The patient is essential throughout the reasoning process to contextualize decision making 72 as the plan of care is developed and modified. Patients must be heard and understood; through this process they learn that they matter and ultimately develop self-efficacy. 73 
Conclusion
In response to the new CDC guidelines, more patients will be tapering from opioids and will require nonpharmacological alternatives for chronic pain management. To provide useful treatment options, physical therapists need to have a good understanding of the neuroscientific mechanisms of chronic pain, biopsychosocial components of chronic pain management, issues related to opioid use, and pain management strategies used by other health care professionals. Armed with knowledge and good communication skills, physical therapists can work within an interdisciplinary team to adapt care to each patient's needs and abilities. Table 2 provides a summary of key points, but we emphasize that our primary takehome message is to use the broad base of available evidence to make a unique plan of care for each individual patient without following rigid guidelines. Readers can share the patient resources we have developed at https:// poweroverpain.sarah.pt/ with patients and colleagues. With the approach outlined in our clinical reasoning model for chronic pain, physical therapists can play a crucial role in chronic pain management and opioid tapering, empowering patients to manage their pain and improve the quality of their lives. 
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